The treatment of malignant nasopharyngeal tumours is now purely radiological, as there is contra-indication for operative treatment (both from a technical and from a biological point of view) of such deep-seated and invading tumour forms. Fortunately such tumours are generally rather radiosensitive on account of their biologically immature character.
TREATMENT
The treatment of malignant nasopharyngeal tumours is now purely radiological, as there is contra-indication for operative treatment (both from a technical and from a biological point of view) of such deep-seated and invading tumour forms. Fortunately such tumours are generally rather radiosensitive on account of their biologically immature character.
A strong, external, protracted, fractional X-ray or teleradium treatment is given, which on rare occasions is supplemented by a local radium or X-ray treatment. The X-ray treatment is given in anterior and lateral portals in doses of from 4,000 to 10,000 r during from three to eight weeks. This treatment can secure a lasting freedom from symptoms (over five years), but whether it does so depends to a certain extent' on the histopathological type of the primary tumour and on the extent of the disease. The radiosensitive reticulum-cell sarcomas, for instance, show a "five-year cure rate" of nearly 40%, while the corresponding figure for the total number of cases amounts to 22-2%. REFERENCE GODTFREDSEN, ERIK (1944) Ophthalmo-neurological Symptoms in Malignant Nasopharyngeal Tumours. Copenhagen.
The Diagnosis and Treatment of Tumours of the Nasopharynx By E. D. D. DAVIS, F.R.C.S. TUMOURS of the nasopharynx are difficult and unsatisfactory to treat but fortunately they are comparatively rare. I have studied the notes of 33 of my patients and the literature of a large number of other cases with the object of establishing an earlier diagnosis and more successful treatment. The 33 cases were seen during the past twenty-five years and consisted of: Carcinoma, 19; lympho-sarcomata or lymphomata, 4; angio-fibromata, 9; myxosarcoma of doubtful origin, 1.
These are the types of tumours recorded by other observers but some call the fibroma or angio-fibroma a fibro-sarcoma. Two of the angio-fibromata proved to be sarcomata and recurred some time after removal. This list does not include rare tumours such as ameloblastomas or adamantinomas which extend from the pituitary body along the craniopharyngeal canal or from the maxillk into the nasopharynx.
The early diagnosis of tumours of the nasopharynx is delayed because they are hidden in a cavity which is sometimes difficult to inspect. This inspection of the nasopharynx in patients who cannot tolerate the small mirror placed behind the soft palate is difficult and also in advanced cases of carcinoma when inability to open the mouth and fixation of the mandible is a symptom. Moreover the patient does not consult a doctor until the growth is large enough to produce a series of mechanical signs which are slow and insidious in onset and when it is too late for successful treatment. Malignant growths within themselves do not produce any specific diagnostic symptoms or signs. Blood changes, cachexia, &c., are of no practical value in the early diagnosis. Gordon New of the Mayo Clinic reported 79 cases of malignant growths of the nasopharynx; 34 were epitheliomata and 33 were lymphosarcomata. Of these 79 patients 74 had had an operation for the relief of symptoms without recognition of the fact that a primary growth in the nasopharynx was the cause of these symptoms. In 24 patients tonsils and adenoids had been removed, in 18 glands in the neck, in 12 the wisdom or third molars had been extracted. Various intranasal operations had been performed in 19 and finally a mastoid operation for the relief of pain.
The symptoms and signs of carcinoma of the nasopharynx vary with the site and type of growth and the commonest site is the lateral wall. When the growth Proceedinigs of the Royal Society qf Medicine is in the region of the Eustachian tube or lateral wall the first symptom may be a unilateral-deafness with fluid in the middle ear as the result of Eustachian obstruction. This is known as the auricular type of growth and it was the first symptom and sign in 3 of my 19 cases. Sometimes a diagnosis had not been made until secondary growths appeared in the cervical lymphatic glands. The glandular type of case shows the enlargement of the deep cervical lymphatic glands at the angle of the jaw on both sides of the neck or the superficial cervical group of glands along the posterior border of the sternomastoid.
This was the first sign in 6 cases. This is the type of case for which tonsils had been enucleated or a dissection operation for glands in the neck had been performed before the diagnosis of carcinoma of the nasopharynx had been made. The enlargement of the lymphatic gland is the first sign of a lympho-epithelioma or lymphosarcoma.
Neurological symptoms such as headache, pain, diplopia and paralysis of cranial nerves, particularly the sixth cranial nerve were the first symptoms in 6 cases. These patients are seen first by the ophthalmic surgeon or neurologist and the primary pharyngeal lesion may escape detection. The headache is bi-temporal or on the vertex of the skull. A neuralgia of the fifth cranial nerve or upper cervical spinal nerves is occasional but otalgia and pain in the distribution of the auriculotemporal nerve are more common. Paralysis of the sixth cranial'nerve first on one side and then on both is the commonest. It is followed by ptosis and paralysis of the third nerve and later a complete ophthalmoplegia on the one side and a partial on the other. There is evidence to show that this growth may commence in the body or great wing of the sphenoid and later burrow to the surface in the nasopharynx particularly when a paralysis of a cranial nerve is the first sign and precedes the other symptoms by some weeks. An infrasellar pituitary tumour may resemble a carcinoma of the nasopharynx but pituitary tumours more often produce a bi-temporal hemianopia and other localizing signs.
The superficial lymphatic glands along the posterior border of the sternomastoid are involved early and the removal and section of such a gland reveal a grade 3 or 4 carcinoma. Gordon New has recorded 2 cases of paralysis of the nerves in the jugular foramen with the resulting paralysis of the trapezius, sternomastoid, palate, pharynx and recurrent laryngeal nerve. The growth was found in the lateral wall of the nasopharynx and probably originated in the region of the jugular foramen. A persistent sore throat is said by some to be an early symptom. Nasal symptoms especially epistaxis or a blood-stained mucous discharge from the nasopharynx accompanied by headache in a patient of cancer age is suspicious, and a careful examination of the nasopharynx with the post-nasal mirror, the endoscope passed through both nostrils alternately and with the finger, should be made. Good illumination and a direct view of the nasopharynx can be obtained by retracting the palate with a special coolite retractor or curved pencil torch. The nasopharynx thus illuminated can be clearly seen when looking through the anterior nares with a large nasal speculum. These methods of examination of the nasopharynx are essential to the early diagnosis of new growths of this area. An X-ray photograph which shows the extent of the growth is useful. Nasal obstruction except in cases of angio-fibroma is not common. When the growth is accessible as large a piece as possible should be removed for a biopsy. This can be done through the nose and the area should be sealed by a small diathermy electrode. Sometimes a metastatic lymphatic gland is more useful for a biopsy.
The treatment of malignant growths of the nasopharynx is confined to deep X-ray therapy. These cases are inoperable and beyond surgery when first seen. Deep X-ray therapy is more hopeful now that an earlier diagnosis is possible and the technique has improved. All the 19 cases mentioned above derived little benefit from radium or deep X-ray therapy and all of them died from twelve to eighteen months from the first appearance of symptoms. Radium was most unsatisfactory because it caused considerable reaction with pain and irritation of the mucosa and was followed by metastasis. The lymphosarcomata and the lympho-epitheliomata disappeared rapidly with radium treatment but they all died of metastases within two years. However deep X-ray therapy is the only treatment which holds out any hope of success or even relief.
The bleeding fibroma of male puberty is benign and occurs in boys between the ages of 10 and 20. It is a sessile hard globular fixed tumour usually growing from the body of the sphenoid and 6asi-occipital bone or from the inaccessible roof of the posterior nares. The rate of growth of this tumour varies considerably and it may become so large as to encroach on the antrum, the posterior ethmoidal cells or sphenoid and by pressure produce optic atrophy and loss of sight. At a later stage the tumour broadens the bridge of the nose, displaces the eyeballs fbrwards, then outwards. At first one eye is displaced and then the other. The result is known as "frog-face". It is very difficult to distinguish this fibroma from a malignant fibro-sarcoma. The sarcoma grows very rapidly, it is softer, not circumscribed, often occurs at a later age. It ulcerates, bleeds spontaneously and also produces the deformity of "frog-face". The histological section shows larger ill-defined blood spaces and many more round cells than the fibroma but diagnosis by the section is not infallible. [Section of fibroma and of fibro-sarcoma shown.] I have come to the conclusion that if a "fibroma" which has been completely removed by enucleation recurs it is probably a sarcoma. In my experience radiotherapy has no beneficial effect on the fibroma or fibro-sarcoma but Figi of the Mayo Clinic has treated a number of cases of fibroma with diathermy and radium implantation with success. Sir Stewart Duke-Elder said that so far as he knew the literature of the subject, this collection of 454 cases of these rare tumours was by far the largest extant: the only one approaching it-and that a very much smaller collection-derived from the Mayo Clinic. This work was not only a compliment to Dr. Godtfredsen's industry, but also to the medical system of the northern countries, which, although small, were able to surpass in this respect not only our own land but even America with all its efficiency. From his own standpoint the most interesting thing was that 38% of these cases should have shown ophthalmological symptoms, and the interest became really acute when he learned that in 16% the first signs were ophthalmological. It was certainly a disturbing thought that in these conditions, which were often forgotten by the ophthalmologist, the responsibility for early diagnosis which might well be a question of life or death to the patient, was so often primarily ophthalmological. Only that morning he had received a letter from a doctor in Scotland stating that a patient whom he had seen six months ago suffering from an abducens palsy was now showing signs of what the speaker supposed was an advanced and untreatable nasopharyngeal tumour; if he had had the advantage of hearing Dr. Godtfredsen's paper before he saw the case six months ago, he would have been more alive to this possible development. If only for that reason this paper was one of the most important that they had listened to this session.
Mr. D. V. Giri said that Mr. Davis had suggested that the differentiation between a sarcoma and a fibroma was not easily made, and in fact that it could only be established as sarcoma if, after removal, there was a recurrence. But when a section of the tumour was made and examined did it not reveal the nature of the growth ?
Mr. E. D. D. Davis, in reply to Mr. Giri, showed two microscope sections, one of a fibroma and the other of a sarcoma. The sarcoma showed that the blood spaces were not so well defined, and larger and there were many more round cells. A sarcoma often ulcerated and was much softer. Growth was very rapid and if an apparent fibroma recurred quickly after complete removal it was a sarcoma. The difference between the two sections was not conclusive and the diagnosis on the section only might be fallacious.
Sir Richard Cruise said that he had in mind a case which he had watched now for two months. The first symptom was exophthalmos, slight but definite, with retraction of the lid. In about a month the patient came again and he noticed some further development in the symptoms, paresis of outward and upward movements, and again when he came after two months. Were there tumours of this slow-growing character which would produce a slow increase of symptoms of this nature. X-ray photographs, stereoscopic, revealed nothing and an oto-rhinologist had seen the patient and could find nothing wrong with the sinuses. How long would it be possible for such a condition to go before anybody but a pharyngeal expert could decide that this was not a nasopharyngeal growth, or how soon could one expect a positive diagnbsis of that nature to be made ?
Mr. Lionel Colledge said that although Dr. Godtfredsen's paper had been most interesting, those who had studied the book he had written would realize that what he had given them that evening was only a small part of the knowledge of this subject which he had accumulated. He had attacked the matter on a broad front, and had made an even greater contribution to laryngology than to ophthalmology. His classification into four groups was very important, if only because it drew attention to the fact that only in one-third of the cases were local symptoms present in the early stages. He had also described the symptoms very elaborately, and he had described a syndrome of his own. This form of disease was brought into prominence about thirty years ago by Trotter when he described a syndrome, later known as "Trotter's triad", in which there was depression of the palate, neuralgia in the lower divisions of the fifth nerve, and deafness. But Trotter described it in only 8 cases, and it only gave a very partial view of the subject, because there was a number of other important symptoms. In those days there was little to be done for the patients. If any operation could have succeeded it would have done so in Trotter's hands, but all his operative attempts were failures. The situation to-day was rather different. In at least 20 % of the cases the tumour disappeared permanently on irradiation; in a far larger number it disappeared temporarily, but during the first year or two there were a number of recurrences, and even if there was no local recurrence, a good many of the patients succumbed to fresh deposits in bone, especially in the spine. It was rather an under-statement to say that about one in five gave a lasting good result.
Histological investigation of the problem showed that in this region about half the tumours were epiblastic and about half mesoblastic in origin, a much larger proportion of mesoblastic tumours than occurred in other parts of the body. In addition, many of the epiblastic tumours were classified as lympho-epitheliomas and undifferentiated carcinomas which responded well to radiotherapy.
The highly differentiated epitheliomas gave very few good results, but their relative infrequency explained the good results of radiotherapy which was especially effective for lympho-epitheliomas, sarcomas and salivary gland 'cumours.
Dr. Godtfredsen, in reply, thanked all his colleagues in the Discussion. It had been most interesting to listen to Mr. Davis's experience. The histopathologic distribution was the same as that in his own material, but he (Dr. Godtfredsen) had not gone into the details of these questions in this paper. Sir Stewart Duke-Elder's case had similar features to many cases in his series, and if there had been time enough he could have described many difficult and tragic case histories.
In answer to Sir Richard Cruise he (Dr. Godtfredsen) said that in,a small number of cases the primary tumour had a curious submucous mode of growth during a period from six to twelve months where it was impossible to see the tumour, by post-rhinoscopic examination.
Ring Scotoma after Retrobulbar Neuritis.-FRANK W. LAW, F.R.C.S. Patient in early middle age. May 1942: Rapid loss of vision in the right eye; the signs pointed unmistakably to an acute retrobulbar neuritis, and neurological opinion (Dr. Behrman) found reason in the general examination and past history to confirm this diagnosis and attribute the cause to disseminated sclerosis. Vision was lost in five days and for ten days there was no perception of light; slow recovery occurred to counting fingers. Past history.-She had an attack of vertigo seven years before she developed the neuritis. The attack lasted several days and was accompanied by ataxia for two weeks necessitating her staying in bed. Such a history, Dr. Behrman adds, is by no means uncommon in disseminated sclerosis.
The visual field was examined by Dr. Behrman on four occasions between 1942 and 1946, and the usual picture of a large central scotoma was found, with visual acuity to correspond. On the last occasion, however, he found the scotoma to be
